Proceedings of the Royal Society of Medicine 20 through the anterior rectal wall into the rectal lumen. Examination per vaginam appeared to show that they were not connected with the uterus. The total size of the mass was very considerable and almost obstructed the rectum. There was no tenderness or pain and the mass was freely mobile.
It was decided to explore the abdomen, and the tumours were then found to be ovarian in origin. The largest one was about as large as a man's fist, and looked like a cauliflower. The other was about a quarter this size and was in the opposite ovary. There were no " chocolate " cysts and no growths anywhere in the pelvis or other parts of the abdomen, or in the liver.
The ovaries were both removed, as there was no possibility of removing the tumours otherwise, and no evidence of any normal ovarian tissue.
Pathological examination showed the growth to be a fibroma.
Adeno-carcinoma of the Abdominal Wall.-J. P. LOCKHART-MUMMERY, F.R.C.S. J. W., male, aged 54, had a gangrenous appendix removed in February 1931. The operation was followed by a fecal fistula which refused to heal, though it was curetted in September 1931. I saw the patient in January 1932, about a year after the original operation. He then had a large tumour, consisting of an adeno-carcinoma, growing at the site of the original sinus on the abdominal wall. I removed part of the abdominal wall, the whole cecum, the ascending colon and glands, and joined the ileum into the transverse colon. 1 also inserted a number of radon seeds.
The patient made a good recovery and remained in good health till September 1933. He then developed secondary growths in the lungs and died a few months later.
The specimen shows an adeno-carcinoma of the caecal wall spreading out on to the skin along the site of the drainage tube. This had probably been the cause of the appendix becoming gangrenous.
Lymphoma of the Rectum: with Report of Three Cases. By CUTHBERT DUKES, M.D.
IN each of these cases the growth was considered, from its gross characters, to be an adenoma, but microscopic examination showed it to consist onlv of lymphoid tissue. In each case also there was some difficulty in deciding whether the tumour was a lymphoma or a lymphosarcoma, but it is now five years since the operation on two of the patients, and there has been no sign of recurrence.
Tumours composed of lymphoid tissue arise from the lymphoid follicles which lie in the submucosa. These are present throughout the colon to the extent of about three per square centimetre of surface area and are a little more numerous in the rectum.' Their function is to produce lymphocytes and also to filter the lymph which is collected from the lymphatic vessels of the mucous membrane.
When lymphoid tissue is increased in quantity it is often difficult to decide whether the condition is an inflammatory hyperplasia or a genuine new growth. In chronic lymphadenitis there may appear to be an actual multiplication of follicles in the lymphatic tissue, but the glandular enlargement is more diffuse and the histology more regular than is seen in lymphoma. In the three cases about to be described the new growth seemed more like a tumour than an inflammatory hyperplasia, because of its large size, its isolated character and definite boundaries. Section of Surgery: Sub-section of Proctology 927
The first case is that of a man, aged 38, who was admitted to St. Mark's Hospital with a complaint of bleeding and slight prolapse for four years. Examination showed a pedunculated tumour 4 in. in diameter, resembling an adenoma. Mr. E. T. C. Milligan removed it by excision and ligature. Microscopic examination showed the tissue to consist of a closely packed mass of lymphoid follicles lying in the submucosa and covered by normal mucous membrane. A blood-count was carried out in order to exclude lymphatic leukemia and a Wassermann test in order to exclude syphilis. No other enlargements of lymphatic tissues were found. There was no evidence or history of tuberculosis. In the five years which have elapsed since the tumour was removed there has been no recurrence, and the patient is now in good health.
The second case is that of a man, aged 32, who was admitted to St. Mark's Hospital complaining of prolapse and bleeding for two years. A large pedunculated tumour, described as being of the size of a pigeon's egg, was found in the lower third of the rectum. This was removed by Mr. W. B. Gabriel in 1929. This tumour also was composed only of lymphoid tissue. The Wassermann reaction was negative, the blood-count was normal, and there was no other enlargement of lymphoid tissue. The patient has remained in good health for the last five years.
The third patient is a woman, aged 59, admitted to St. Mark's Hospital in January 1934, and found to have a curious submucous induration about half an inch in diameter in the left lateral wall of the rectum. The tumour was removed by Mr. Gabriel and found to be a lymphoma. The tumour has the same histological structure as the other two cases.
I have not been able to find any mention of lymphoma of the rectum in any textbook of proctology, ancient or modern, except Sir Charles Ball's " Diseases of the Rectum " (1908), and Mr. W. B. Gabriel's " Principles and Practice of Rectal Surgery " (1932) . Sir Charles Ball says that in his case (that of a boy aged 6) "the general character resembled that of ordinary adenomata, but, upon minute examination, these were found to consist almost entirely of lymphoid tissue." And he continues: " A few similar cases are met with in literature; possibly many have been overlooked, being mistaken for simple adenomata, to which thev bear a close resemblance" (p. 230). The case referred to in Mr. Gabriel's book (p. 157) is the second of those which I have now reported.
Although these tumours are rare they certainly deserve to be mentioned particularly, because the histology so closely resembles that of lymphosarcoma, a condition which, of course, requires quite different surgical treatment.
Rectal Prolapse treated by Amputation.-W. B. GABRIEL, M.S. Mrs. A. M., a very stout subject, aged 56, had a large circular prolapse of the rectum. The prolapse had existed for many years and came down on walking or at the least exertion. There was incontinence of urine and feces. The external sphincter was greatly stretched and showed no contractile power. Amputation of the prolapsing bowel was effected on January 25, 1934, under spinal anesthesia. The usual great disproportion in size between the outer and inner layers was overcome by placing four mattress sutures N. S. E. and W. between them, and then distributing the excess of the outer circumference evenly in each quadrant.
The specimen [exhibited] measures 9 in. in length and shows clearly the narrow pelvic colon at the upper end of the specimen compared with the bulbous and thickened rectal end of the prolapse. The patient made a good recovery. On her discharge home four weeks after operation she had good bowel control and showed improving tone in the sphincter and levatores ani. The sphineter is now (March 1934) easily palpable to a finger; there is no stricture at the suture-line and the bowels are open regularly.
